. The initial videostroboscopy shows that the posthemorrhagi c cyst on the right occupies the entire middle third of the true vocal fold. Obvious residual blood products are visible in the center of the cyst. A varicose vessel anterior to the mass runs toward the vibratory margin . The reactive mass on the left features a small crater opposite the cyst on the right. Several dilated vessels are visible on the superior surface of the left vocalfold.
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We have periodically treated a 32-year-old professionaljazz and blues singer who maintains a busy performance and teaching schedule. During her first visit with us, she complained ofintermittent hoarseness, pitch breaks, decreased singing range, vocal fatigue, and breathiness. She had also been treated for gastroesophageal reflux laryngitis with a proton-pump inhibitor, and at the time of her most recent visit, she was taking an H 2 blocker for her reflux symptoms. She had experienced multiple episodes of vocal fold hemorrhage in the past , which we treated with voice rest. She had had many years of professional voice training, but she had not taken any lessons during the previous 6 months. Figure 2 . The follow-up videostroboscopy 9 months later shows that the collection of posthemorrhagic fluid on the right has resolved entirely, although the smaller mass is still present. The firm mass on the left is unchanged. A dilated vessel directly below the cyst area is now visible. Note the punctate ectasia on the left vocal fold near the vibratory margin .
On examination, the patient was moderately breathy and hoarse, and she experienced occasional episodes of diplophonia, especially at the higher frequencies. On videostroboscopy, we noted a moderate degree of supraglottic hyperfunction. The patient also exhibited reduced longitudinal tension on the right, which was suggestive of a superior laryngeal nerve paresis. This finding was confirmed by laryngeal electromyography. We also noted a mild erythema of the arytenoids, cobbles toning of the posterior glottic mucosa, and a large mass on the right true vocal fold (figure 1). The mass appeared to be fairly firm, at least partially fluid-filled, and sessile. It was diagnosed as a posthemorrhagic cyst. A reactive swelling with a LARYNGOSCOPIC CLINIC central crater wa s also seen at the contact point on the left voc al fold. These masses prevented clo sure of the voca l folds anteriorly and po steriorly. Varicosities were noted bilaterally on the true vocal fold s.
In light of the size and chronicity of these masses and particularly the patient' s history of recurrent hemorrhage, we recommended microdir ect laryngoscopy with excision of at least the right mass and excision of the var icose vessels to help pre vent future hemorrhage. Because the patient had moderate hyperfunction, we asked her to work with a speech-language pathologi st and singing specialist for several sessions before she made any fina l deci sion regarding surgery. We had hoped that this therapy would improve her vocal mechanics and reduce the size of at least the reactive left mass.
The patient initially decided to undergo surgery, but the operation was de layed for several months because of scheduling conflicts. In the meantime, she continued to participate in aggressive voice therapy . In fact , 5 months following her initial examination, her voice had improved substantially. After extensive counseling regarding the potential risks and benefits of surgery, she elected to continue voice therapy and nonsurgical managem ent. Follow-up videostroboscopy performed 9 months following the initial evaluation showed persistent bilateral mas ses in the striking zones that interfered with complete glottic closure (figure 2) . Persistent varices were also noted bilaterally. Nonetheless, the patient was happy with the quality and range of her voice, and she continued performing frequently without difficulty. She was cou nseled on measures to help minimize the risks of recurrent hemorrhage.
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